
Equal Opportunity/Affirmative Action Employer  
 

            
  
 
 
 
 
 
 
 
 
 
 
 
 
 
Thank you for your interest in providing services for the Medicaid Home and Community-Based 
Services Waivers.  Enclosed are the following documents: 
 

• Acceptance of Adult Foster Care Rule Changes 
• Adult Foster Care Rates 
• Adult Foster Care Level of Service Assessment/Evaluations List 
• Adult Foster Care Provision and Certification Standards and Guidelines 
• Adult Foster Care Survey Tool 
• Adult Foster Care Proposed Rule Change Document 
• Nursing Facility Level of Care Waiver Provider Information website sheet 
• Provider application for the Nursing Facility Level of Care Waiver (s) 
• Provider Agreement (Schedule A) 
• W-9 Tax Identification Number and Certification 
• County Survey with a list of the 16 Area Agencies on Aging  

 
Please complete the application, provider agreement, W-9, and county survey with dates and 
signatures and return them along with the specific documents and other information required for 
the service (s) for which you wish to be approved.  
 
Please contact Ava Y. Taylor, Program Manager at (317) 232.7149 or Linda Wolcott, 
Certification Specialist at (317) 234.0373 with any questions you may have.  
 
To request additional waiver documents, contact the Waiver Secretary at (317) 232.7122. 

 
The completed application and attachments should be returned to: 
 
Linda Wolcott, Waiver Operations 
MS 21 Division of Aging 
402 West Washington Street, Room W454 
P.O. Box 7083 
Indianapolis, Indiana 46207-7083 
 
Enclosures 

Mitchell E. Daniels, Jr., Governor 
State of Indiana 

Indiana Division of Aging 
402 W. WASHINGTON STREET, P.O. BOX 7083 

INDIANAPOLIS, IN 46207-7083 
 

E. Mitchell Roob, Jr, Secretary 

“ People 
 helping people 
 help 
 themselves” 

“ People 
 helping people 
 help 
 themselves” 



 
 
 

Adult Foster Care Acceptance of Rule Changes 
  

 
Adult Foster Care Standards & Guidelines may change due to the Administrative 
Rule Process.  Adult Foster Care Providers must comply with all changes made to 
the Standards & Guidelines as a result of the Administrative Rule Process. 
 
 
 
____________________________________  _______________ 
Signature        Date 
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Adult Foster Care Medicaid Waiver Rates effective 7-1-07 

            
Adult Foster Care Services  Unit Cap 

Rate 
Code & Modifiers Prior Authorization & Audit Criteria

Adult Foster Care - Level 1 1 Day $55.00  The rate is $55.00/day.  Max 1 
unit/day 

Adult Foster Care - Level 2 1 Day $65.00  The rate is $65.00/day.  Max 1 
unit/day 

Adult Foster Care - Level 3 1 Day $75.00  The rate is $75.00/day.  Max 1 
unit/day 

         
 

3



 
 
 
 
 
 
 

Adult Foster Care 
 
 

Service Provision and Certification Standards 
for the Aged and Disabled Waiver 

FSSA Waiver Services 
Division of Aging 
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Appendix A 
 
 
 

Indiana Adult Foster Care 
Provider Checklist 

 
 
I. Provider Eligibility and Enrollment 

A. Legal entity 
B. Provider Application completed including 

  1. Maximum consumer capacity 
  2. Capacity of other occupants 
  3. Service Level Classification requested 
  4. Floor plan of house 
  5. Three references (non-relatives of provider) 
  6. Written operations plan including use of primary and substitute caregivers 
II. Certification of AFC Provider Home 

A. On-site provider files document all provider requirements are met 
B. Applicable local zoning, building and housing codes and state and local fire and safety 

regulations for a single family residence are met. 
C. Building and furnishings are clean and in good repair and grounds are well maintained. 
D. Home is inspected by the State Fire Marshal's Office with annual inspections by the local 

fire department kept on file.   
E. All consumers shall have unobstructed passageways throughout the house 
F. Universal precautions for infection control are followed in consumer care. 
G. Consumer’s bathroom provides individual privacy and has a finished interior, with a 

mirror; a functioning window or other means of ventilation; and a window covering. 
H. All consumers have private or semi-private bedrooms; providers, caregivers, or their 

family members do not share bedrooms with consumers.   
I. Three regularly scheduled, nutritious meals are offered daily. 
J. A telephone is provided in the home and made available and accessible for consumers' use 

in a location that allows for a reasonable amount of privacy for incoming and outgoing 
calls.   

K. Hazardous Materials Requirements 
L. Fire Evacuation Requirements 

III. Provider Maintained Files 
A. Administrative Files On-site that include copies of all the documentation required for 

Provider Enrollment and Certification as well as substantiating documentation  
B. Consumer Personal File On-site personal files exist for each consumer including all 

prudent personal information about consumer 
C. Financial Records On-site are maintained 
D. Consumer Contract 
E. Primary and Substitute Caregiver Requirements 

1. Primary Caregiver resides in the home. 
2. Twenty-one (21) years of age or older. 
3. Completed the FSSA Waiver Services or designee approved training course. 
4. Documented passing of a criminal record check 
5. Literate and demonstrate an understanding of written and oral orders. 
6. Able to communicate with consumers. 
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Appendix A 
 
 
 

7. Annual physical, including TB test with a statement from physician indicating date 
and that they are free from TB. 

 
 
F. Prior to admission of the first HCBS Medicaid Waiver consumer to the AFC home, and 

annually thereafter, the provider, primary, and any substitute caregivers have completed 
basic first aid, CPR, and fire safety. 

G. Care and Service Standards require any services performed under the HCBS Medicaid 
Waiver Programs for persons who are aged or medically disabled must comply with the 
prohibitions regarding the practice of medicine under IC 25-22.5-1. 

H. Provider must meet with potential consumer prior to admission. 
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Appendix B 
Indiana Adult Foster Care Survey Tool 

Indiana Family and Social Services Administration 
Division of Aging 
Approval Request 

For 
Agency Providers of Adult Foster Care 

 
The Indiana Family and Social Services Administration Medicaid Waiver Program is 
responsible for approval of providers for Adult Foster Care under Medicaid Home and 
Community Based Services administered by the Division of Aging. 
 
The attached Service Definition, Provision and Certification Standards, and the Adult 
Foster Care Survey Tool are used in this process. To apply for approval, please complete 
the enclosed Survey Tool. Return the completed Tool and all documentation requested to: 
 

      Linda Wolcott, Waiver Operations 
             MS21 Division of Aging 
 402 W. Washington Street, Room W454 
                     P.O. Box 7083 
         Indianapolis, IN 46207-7083 

 
When your home is fully operational with private pay clients and is in compliance with 
all of the requirements in this survey, the Medicaid Waiver staff will then arrange a date 
and time for an on-site inspection of the Adult Foster Care home and provider records: 
administrative, personnel, and consumer. 
 
Any approval granted by FSSA upon review of such application and inspection shall be 
for the purpose of enrollment in the specific service for which approval is sought and 
shall be subject to the provider’s execution of a Provider Agreement with the Office of 
Medicaid Policy and Planning (for Medicaid Waiver programs) or a contract with the 
appropriate Area Agency on Aging (for other funding programs). The facility will abide 
by all terms and conditions of such Provider Agreement and/or contract. 
 
 
Provider Name 
 
 
 
Address                                                                                                            City                                      Zip 
 
 
 
Contact Person                                                                                                 Telephone 
 
 
 
Email address 
 

8/6/2007 



Appendix B 
Indiana Adult Foster Care Survey Tool 

8/6/2007 

 
 

Definition of Adult Foster Care 
 
Adult Foster Care (AFC) is a comprehensive service provided under the Family and Social Services 
Administration’s (FSSA) Waiver Services Aged and Disabled (A&D) Medicaid Waiver.  The 
service differs slightly from the Adult Foster Care service provision within the Developmental 
Disabilities Waiver.  All descriptions in this document refer to the service as provided in the A&D 
Waiver.  
 
An AFC consumer resides with a caregiver, in a home owned by the Adult Foster Care (AFC) 
provider, in order to receive personal assistance in a home setting that is safe and secure.  
 
The goal of the HCBS Medicaid Waiver service is to provide necessary care while emphasizing the 
consumer’s independence. This goal is reached through a cooperative relationship between the 
consumer (or the consumer’s legal guardian), the consumer’s HCBS Medicaid Waiver case 
manager, and the care provider in a setting that protects and encourages consumer dignity, choice, 
and decision-making. Consumer needs shall be addressed in a manner that support and enable the 
individual to maximize abilities to function at the highest level of independence possible.  The 
service is designed to provide options for alternative long-term care to persons who meet Nursing 
Facility level of care, and whose needs can be met in an AFC setting. 
 
The AFC home shall consist of a ratio of one Primary Caregiver to a maximum of three (3) 
Consumers.  The AFC Caregiver’s family may also reside in the home, allowing the special one-to-
one attention and care that the consumer may desire and deserve.  The goal is to preserve the dignity 
and self-respect of by ensuring high quality, professional care in a non-institutional setting.  Care is 
to be furnished in a way that fosters the independence of each consumer to facilitate aging in place 
in a home environment that will provide the consumer with a range of care options as the needs of 
the consumer change.   
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

I. Provider Eligibility and Enrollment     
A. Legal Entity- Is the AFC provider a 
recognized legal entity authorized to do 
business in the State of Indiana? 

    

B.  Provider enrollment application is 
complete including documentation of: 

    

     1. The maximum consumer capacity 
requested (not to exceed 3).                       S 

    

     2. The number of any other occupants. S     
     3. The service level classification being 
requested.                                                   S 

    

     4. A floor plan of the house showing 
location and size of rooms, exits, 
wheelchair ramps if applicable, smoke 
detectors and extinguishers.  The floor plan 
shall show exits and directions for vacating 
the premises.                                              S 

    

     5. A list of three reliable references, at 
least three of whom must be non-relatives 
that have current knowledge of the 
provider-applicant's character and 
capabilities.                                                S 

    

     6. A written plan describing the planned 
operation of the AFC home, including the 
use of primary caregivers other than the 
provider, and substitute caregivers.           S 

    

II. Certification of AFC Provider Home     
A. On-site provider files that document that 
all provider requirements are met (i.e.: 
liability insurance, current annual physical 
exam, etc.) are present, and available for 
review by inspector. 

    

B. All applicable local zoning, building and 
housing codes and state and local fire and 
safety regulations for a single family 
residence are met.   

    

C. The building and furnishings are clean 
and in good repair and grounds are well 
maintained. 

    

D. The home is inspected for fire safety by 
the State Fire Marshal's Office with annual 
inspections by the local fire department 
kept on file. 
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

          1. At least one working fire 
extinguisher is in a visible and readily 
accessible location on each floor, including 
basements, and shall be inspected at least 
once a year.  

    

          2. Fire extinguishers shall be tagged, 
with a signature and date of inspection. 

    

D. All consumers shall have unobstructed 
passageways throughout the house. 

    

     1. Interior and exterior stairways are 
provided with handrails. 

    

     2. Adequate lighting, based on the needs 
of the individual is provided in each room, 
stairway, and exit-way.  Incandescent light 
bulbs are protected with appropriate covers.

    

     3. Yard, approved exits and exterior 
steps are accessible and appropriate to the 
condition of the consumers. 

    

E. Heating and cooling systems are in 
working order. 

    

F. All exit doors and interior doors have 
simple hardware that cannot be locked 
against exit without an obvious method of 
operation, and which does not require a key 
when locked against exit. 

    

G. All common use areas of the house and 
exits are barrier free. 

    

          1. Corridors and hallways are wide 
enough to accommodate a walker or 
wheelchair.   

    

          2. Any bedroom window identified 
as an exit is free of any obstacles, at least 
the width of the window. 

    

          3. A wheelchair ramp is present from 
a minimum of one exterior door if 
non-ambulatory persons are in residence. 
Wheelchair ramps shall meet the standards 
of the Americans with Disabilities Act. 

    

          4. There is non-skid backing on 
throw/scatter rugs 

    

H. There are readily available basic first-
aid supplies and a first-aid manual.           

    

I. A public water supply is utilized if 
available. If a non-municipal water source 
is used, minimum water quality standards 
must be met. 

    



Appendix B 
Indiana Adult Foster Care Survey Tool 

8/6/2007 

Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

J. Septic tanks or other non-municipal 
sewage disposal system are in good 
working order.  

    

K. Garbage and refuse are suitably stored 
in clean, rodent-proof, covered containers, 
pending weekly removal. 

    

L. Soiled linens and clothing are stored in 
closed containers in an area separate from 
food storage, kitchen and dining areas.  

    

M. Sanitation for household pets and other 
domestic animals is adequate to prevent 
health hazards.  

    

          1. Proof of rabies or other 
vaccinations required by a certified 
veterinarian are maintained on the premises 
for household pets.  

    

          2. Pets not confined in enclosures are 
under control and do not present a danger 
to consumers or guests.  

    

N. There is adequate control of insects and 
rodents including screens on doors and 
windows that are used for ventilation. 

    

O. Universal precautions for infection 
control are followed in consumer care. 
Hands and other skin surfaces are washed 
immediately and thoroughly if 
contaminated with blood or other body 
fluids. 

    

P. Bathroom specifications:      
     1. Consumer’s bathroom provides 
individual privacy and has a finished 
interior, with a mirror; a functioning 
window or other means of ventilation; and 
a window covering.  

    

     2. The room is clean and free of 
objectionable odors.  There are tubs or 
showers, toilets and sinks in good repair. 

    

     3. Bathrooms have hot and cold water at 
each tub, shower, and sink in sufficient 
supply to meet the needs of the consumers.  

    

     4. Hot water temperature in bathing 
areas is supervised for persons unable to 
regulate water temperature.   

    

     5. Shower curtains and doors are clean 
and in good condition. 

    

     6. Non-slip floor surfaces shall be     
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

provided in tubs and showers. 
     7. Safe and secure grab bars for toilets, 
tubs, and/or showers are installed for 
consumer’s safety.   

    

     8. Adequate supplies of toilet paper and 
soap are available.  

    

     9. Consumers are provided with 
individual towels and washcloths, which 
are laundered in hot water at least weekly 
or more often if necessary.  

    

     10. There are appropriate racks or hooks 
for drying bath linens.  

    

Q. Bedroom specifications:     
     1. All consumers have private or semi-
private bedrooms; providers, caregivers, or 
their family members do not share 
bedrooms with consumers.   

    

     2. An individual bed that consists of a 
mattress and springs, or equivalent, in good 
condition is provided. 

    

     3. Clean bedding in good condition 
consisting of a bedspread, mattress pad, 
two sheets, a pillow, a pillowcase, and 
blankets adequate for the weather are 
provided. 

    

     4. Sheets and pillowcases are laundered 
at least weekly, and more often if soiled. 
Waterproof mattress covers are used for 
incontinent consumers. 

    

     5. Sufficient space for each consumer's 
clothing and personal effects including 
hygiene and grooming supplies is provided 

    

     6. Consumers are allowed to keep and 
use some of their personal belongings and 
have private, secure storage space.  The 
amount of belongings allowed will be 
agreed upon by consumer and provider, 
with consideration to health and safey 
issues in the home.  Personal property will 
be itemized and recorded  for protection of 
the consumer, with copy maintained by 
consumer or legal guardian. 

    

     7. Drapes or shades for windows are in 
good condition and allow privacy for 
consumers. 

    

     8. Bedrooms are on ground level for     
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

consumers who are non-ambulatory, have 
impaired mobility, or are cognitively 
impaired. 
     9. Consumers on the second floor or in 
the basement can demonstrate their self-
preservation capability to self-exit or 
barricade, i.e., close the door or stop smoke 
from coming under the door. 

    

     10. At least one window or exterior door 
can be readily opened from the inside 
without special tools and provides a clear 
opening. 

    

      11.  There should be a designated 
common area for consumer to watch TV, 
socialize, receive visitors, etc. 

    

R. Meal Specifications:     
     1. Three regularly scheduled, nutritious 
meals are offered daily. 

    

     2. Nutritious snacks and liquids are 
available and offered to fulfill each 
consumer's nutritional requirements. 

    

     3. Special consideration is given to 
consumers with chewing difficulties and 
other eating limitations. 

    

     4. Special diets are followed as 
prescribed in writing by the consumer's 
physician/nurse practitioner.   

    

     5. Food is stored and maintained at the 
correct temperature in a properly 
functioning refrigerator.   

    

     6. Utensils, dishes and glassware are 
washed by dishwasher or by hand in hot 
soapy water, rinsed, and stored to prevent 
contamination.    

    

S. Communication specifications:     
     1. A telephone is provided in the home 
and made available and accessible for 
consumers' use in a location that allows for 
a reasonable amount of privacy for 
incoming and outgoing calls.   

    

     2. Consumers with hearing impairments 
(to the extent that they cannot hear over a 
normal phone) are provided with a 
telephone that is amplified with a volume 
control or is hearing aid compatible. 

    

     3. The telephone number is a listed     
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

number. 
     4. Emergency telephone numbers are 
posted by the telephone including an 
emergency number to reach a provider who 
does not live in the home. 

    

     5. Telephone numbers for the State 
Ombudsman and the local ombudsman are 
also posted. 

    

T. The provider has initiated a Consumer 
Risk Management Contract for each 
consumer. 

    

 U. Smoke Detector Requirements:         
     1. Detectors are installed in accordance 
with the manufacturer's listing  in each 
bedroom, in hallways or access areas that 
adjoin bedrooms, family room or main 
living area where consumers congregate, 
any interior designated smoking area, in 
basements, and, in two-story houses, 
smoke detectors are installed at the top of 
the stairway to the second floor.  

    

     2. Detectors are equipped with a device 
that warns of low battery when battery 
operated or with a battery backup if hard 
wired. 

    

     3. Battery-operated smoke detectors are 
tested monthly and batteries changed at 
least once per year. 

    

     4. Bedrooms used by hearing-impaired 
occupants who cannot hear a regular smoke 
alarm are equipped with a visual/audio or 
vibration alerting smoke alarm as 
appropriate. 

    

     5. All smoke detectors contain a 
sounding device or are interconnected to 
other detectors to provide, when actuated, 
an alarm that is audible in all sleeping 
rooms. 

    

V. Hazardous Materials Requirements:     
     1.  Flammable and combustible liquids 
and hazardous materials are    safely and 
properly stored in original, properly labeled 
containers or safety containers and secured 
in areas to prevent tampering by consumers 
or vandals.  

    

     2. Cleaning supplies, medical sharps     
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

containers, poisons and insecticides are 
properly stored in original, properly labeled 
containers in a safe area away from food 
preparation and storage areas, dining areas, 
and medications. 
     3. Firearms owned by the primary 
caregiver are stored, unloaded, in a locked 
cabinet. The firearms cabinet is located in 
an area of the home that is not accessible to 
consumers. 

    

     4. If firearms are present, this fact is 
addressed in the Consumer Contract, for 
benefit of consumer awareness. 

    

     5. Consumers are not allowed to bring 
firearms into the home. 

    

W. Fire Evacuation Requirements:     
     1. An emergency evacuation plan has 
been developed, posted and rehearsed with 
occupants. 

    

     2. All caregivers are required to 
demonstrate the ability to quickly evacuate 
all consumers from the home to the closest 
point of safety, which is exterior to, and 
away from the structure. 

    

     3. Within 24 hours of arrival, any new 
consumer or caregiver is shown how to 
respond to a fire alarm, shown how to 
evacuate from the home in an emergency, 
and receives an orientation to basic fire 
safety. 

    

     4. A floor plan containing room sizes, 
location of each consumer's bedroom, fire 
exits, caregiver’s sleeping room, smoke 
detectors and fire extinguishers is posted. 

    

     5. There is a second safe means of 
egress from each room. 

    

     6. There is at least one plug-in 
rechargeable flashlight available on each 
floor for emergency lighting that is checked 
on a monthly basis. 

    

     7. Smoking policies     
          a. Smoking is prohibited in sleeping 
rooms, homes where oxygen is used, or in 
garages where flammable materials are 
stored. 

    

          b. Smoking is allowed only in     
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

designated areas.   
          c. Ashtrays of noncombustible 
material and safe design are provided in 
areas where smoking is permitted. 

    

III. Provider Maintained Files     
A.  Administrative Files 
On-site provider files that include copies of 
all the documentation required for Provider 
Enrollment and Certification as well as 
substantiating documentation including, 
but not limited to the following: 

    

     1. Provider Application and listed 
documentation of Section I-B and II-A and 
II-B     

    

     2. Fire Inspection Report.     
     3. Emergency Plans.     
     4. Contact Numbers.     
     5. Training Certifications of all 
caregivers. 

    

     6. Insurance Documentation.                S     
     7. Liability Insurance of at least one 
hundred thousand dollars per occurrence  S 

    

     8. Required Health Records.     
     9. Required Safety Records.     
     10. Medicaid Provider Agreement.     
     11. Agreements with FSSA Waiver 
Services. 

    

B. Consumer Personal File 
On-site personal files exist for each 
consumer including all prudent personal 
information about consumer, including, but 
not limited to the following: 

    

     1. Name.     
     2. Date of Birth.     
     3. Social Security Number.     
     4. Family Contact.     
     5. Medical Information     
     6. Current Plan of Care.     
     7. Legal Documents if established     
          a. Guardianship     
          b. Power of Attorney     
          c. Healthcare Representative     
          d. Living Will Documents     
     8. Incident Reports involving health and 
safety. 

    

     9. Progress/ Status Note at least once     
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

every seven days. 
     10. Provider is aware and understands 
all privacy and HIPAA regulations 
concerning consumer’s records and 
information. 

    

C. Financial Records 
On-site financial records  are maintained 
including, but not limited to : 

    

     1. Agreements between provider and 
consumer, relatives, or person paying for 
care. 

    

     2. If the provider manages or handles a 
consumer’s money, a separate account 
record is maintained in the consumer's 
name. 

    

          a. Amounts and sources of funds 
received and issued are clearly shown. 

    

          b. Purchases of $5.00 or more, made 
on behalf of a consumer, are documented 
by receipts.  

    

     3. Financial planning sheets prescribed 
by FSSA Waiver Services, or designee. 

    

D. Consumer Contract 
Prior to admission, the AFC services 
provider completes a Consumer Contract 
with each potential consumer or his/her 
designated representative.   

    

     1.  The contract covers the following 
topics: 

    

          a. Name of consumer.     
          b. Name of consumer’s designated 
representative, if applicable. 

    

          c. Street &Mailing Address of AFC 
home. 

    

          d. Term of contract- reviewed 
annually. 

    

          e. Description of services provided in 
Waiver program. 

    

          f. Description of additional services 
provided outside of the Waiver program. 

    

          g. Process through which contract 
may be modified, amended, or terminated. 

    

          h. Complaint resolution procedures.     
          i. House Rules.     
          j.. Consumer Rights.     
     2. The consumer and/or designated     
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

representative, if applicable, are provided 
copies of the signed contract 
E. Information Accessibility 
The provider has readily-available and 
freely- accessible to the consumer and 
others the following information: 

    

     1. Ombudsman Poster including address 
and telephone number of the Local and 
State Ombudsman program. 

    

     2. Address and Telephone number of 
the local Area Agency on Aging. 

    

     3. DDARS Provider Agreement and any 
attached conditions, if applicable. 

    

     4. Consumer Rights.     
     5. House Rules.     
     6. Floor Plan indicating the fire 
evacuation route.                                     S 

    

     7. FSSA Waiver Services or designee 
inspection form.                                      S 

    

     8. DDARS or designee procedures for 
making complaints. 

    

F. Primary and Substitute Caregiver 
Requirements 

    

     1. Primary Caregiver resides in the 
home. 

    

     2. Twenty-one (21) years of age or 
older.                                                        S 

    

     3. Completed the FSSA Waiver 
Services or designee approved training 
course. 

    

     4. Documented passing of a criminal 
record check 

    

     5. Literate and demonstrate an 
understanding of written and oral orders.  S 

    

     6. Able to communicate with 
consumers. 

    

     7. Annual physical, including TB test 
with a statement from physician indicating 
date and that they are free from TB. 

    

G. Training Requirements of Caregivers 
Prior to admission of the first HCBS 
Medicaid Waiver consumer to the AFC 
home, and annually thereafter, the provider, 
primary, and any substitute caregivers have 
completed: 

    

1. Basic First Aid course- may be     
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

waived for a substitute caregiver who 
holds a current Indiana license as a 
healthcare professional (i.e. physician, 
RN, LPN).                                         S 

     2. CPR course.                                  S     
     3. Fire safety training     
H. Care and Service Standards 
Any services performed under the HCBS 
Medicaid Waiver Programs for persons 
who are aged or medically disabled must 
comply with the prohibitions regarding the 
practice of medicine under 
 IC 25-22.5-1.  

    

     1. A calendar exists and is readily 
accessible for the consumer and caregiver 
that include scheduled activities, all 
medical appointments and other services, 
and medication chart, if indicated.  

    

     2. The Adult Foster Care Service 
includes the provision of personal care and 
services, homemaker, chore, attendant care 
and companion services, and medication 
oversight, to the extent permitted under 
State law.   

    

     3. The caregiver provides, arranges, or 
makes available 3 meals/day, 7 days/week 
that provide a balanced distribution of the 
daily nutritional requirements.   

    

     4. Medications, Treatments and 
Therapies: The provider and caregivers 
demonstrate an understanding of each 
consumer’s medication administration 
regimen, including the reason for the 
medication is used, medication actions, 
specific instructions and common side 
effects. 

    

          a. Written, signed orders are in the 
consumer’s record for any medications 
prescribed by the physician/ nurse 
practitioner. 

    

          b. Order changes obtained by 
telephone are documented by filing the 
pharmacy receipt detailing specifics 
regarding the prescription. 

    

          c. Over-the-counter medication 
requested by the consumer is addressed in 
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

the plan of care, and is reviewed by the 
consumer’s physician, nurse practitioner, 
or pharmacist as part of developing the care 
plan and at time of care plan review. 
          d. “as needed” or “p.r.n.” 
medications have written directions by a 
physician, nurse practitioner, registered 
nurse, or pharmacist which show what the 
medication is for and specifically when, 
how much and how often it may be 
administered.   

    

          e. Self-Medication 
Consumers have a physician/nurse 
practitioner's written order of approval to 
self-medicate. 

    

               i. Medications are kept in the 
consumer’s room in a small storage area 
that can be locked.  

    

               ii. Each medication container is 
clearly labeled with the pharmacist's label 
or is in the original labeled container or 
bubble pack. 

    

               iii. Both caregiver and consumer   
have ready access to consumer's 
medications. 

    

               iv. Consumers do not have access 
to medications of the provider or other 
household members, nor do individuals 
other than the primary caregiver have 
access to each consumer's locked 
medication. 

    

          f. Provider Assisted Medication 
For some consumers, it will be necessary 
that the provider oversees the consumer's 
medicine intake as follows: 

    

               i. A current, written medication 
administration record is kept for each 
consumer and identifies all of the 
medications administered by the caregiver 
to the consumer, including over-the-
counter medications and prescribed dietary 
supplements. 

    

               ii. Discontinued or changed 
medication orders are marked and dated on 
the medication administration record as 
discontinued. 
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Adult Foster Care Requirement Met Not 
Met 

Planned Date of 
Compliance 

Verified 
Compliance 

               iii. Missed or refused medication, 
treatment or therapy is documented the 
initials must be circled and a brief but 
complete explanation must be recorded on 
the back of the medication record.   

    

          5. A caregiver is present and 
available at the home at all times when 
consumers are in the home. 

    

          6. Activities are available each week 
that are of interest to the consumers. 

    

          7. Providers or caregivers are directly 
involved with consumers on a daily basis. 

    

I. Admission Requirements 
Prior to placement, the Provider, with the 
assistance of the case manager, meets with 
potential consumers who are interested in 
residing in this AFC home.  

    

     1. The provider obtains and documents 
general information regarding the 
consumer including:   

    

          a. Names, addresses, and telephone 
numbers of relatives, significant persons, 
case managers, and medical/mental health 
providers. 

    

          b. Date of admission     
          c. Consumer’s Social Security and 
medical insurance numbers 

    

          d. Birth date     
          e. Prior residence     
          f. Hospital preference     
          g. Mortuary preference     
          h. Medical information available 
including history of accidents, illnesses, 
impairments or mental status that may be 
pertinent to the consumer’s care. 

    

          i. Documentation obtained in 
compliance with Section III-B. 

    

     2. After admission of a consumer, the 
provider continues the assessment process, 
including documenting the consumer’s 
preferences and observed care needs. This 
information is presented to the case 
manager at the 90-day review.   

    

 
 
 



Appendix B 
Indiana Adult Foster Care Survey Tool 

8/6/2007 

 
 
      
 
 
 
 
 
 
 
 
 



Appendix B 
Indiana Adult Foster Care Survey Tool 

8/6/2007 

 
 
Site visit comments: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
_______________________________________________  _____________________ 
Assessor Name        Date 
 
 
_______________________________________________  _____________________ 
Assessor Name        Date 
 
 
_______________________________________________  _____________________ 
Assessor Name        Date 
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Provider Sample Forms 

 
 

AFC Consumer Personal File 
 
 
 

Name_________________________________________________ 
 
 
 
Start Date of Services in AFC Home _______________________  

 
 
 

The following information is contained in this personal file for the above 
AFC consumer.   
 

 
I. Personal Identification Information and Contact Names  
II. Medical Information 
III. Current HCBS Plan of Care 
IV. Legal Documents if established.   

 
a. Guardianship 
b. Power of Attorney 
c. Healthcare representative 
d. Living Will Documents 

 
V. Copies of all Incident Reports involving Health and Safety  
VI. Progress Notes entered at least weekly 
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I.  Personal Identification  
 

 
 

Consumer Information 
 
 
Name________________________________________________________ 
 
Date entered AFC Home 
_________________________________________________ 
 
Date of Birth  ___________   Social Security Number__________________ 
 
 

Contact Information 
 
 
Primary Family Contact:  
 
Relationship to AFC Consumer : 
 
Contact Phone Number(s): 
 
Address : 
 
    
           
Secondary Contact : 
 
Relationship to AFC Consumer: 
 
Contact Phone Number(s): 
 
Address:  
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II. Medical Information  

 
 

The following medical information is confidential.  
 
 
 

AFC Consumer Name: 
 
 
Primary Diagnosis: 
 
 
Secondary Diagnosis: 
 
 
Personal Physician: 
 
 
Phone: 
 
 
Address: 
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III. Current HCBS Plan of Care 

 
(See attached) 
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IV.  Legal Documents (if established) 

 
 
 
See attached.  Indicate if the form is not established.  If form exists, must be 
in file.  

 
 

a. Guardianship 
b. Power of Attorney 
c. Healthcare representative 
d. Living Will Documents 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 5 



Appendix C 
Provider Sample Forms 

 
 

 
 
 
 
V.  Copies of all Incident Reports involving Health and Safety 

 
 
 

See attached.  All Incident Reports must be signed and dated by reporting 
AFC provider. 
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VI. Progress Notes 
 
 
 
See attached.  Notes are to be entered on a weekly basis.  Reporting AFC 
Provider is to sign and date each entry. 
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AFC House Rules 
 

The following agreed upon general rules will be considered to be House Rules and will 
be followed by all persons residing in this Adult Foster Care Home. 
 
 
1. 
 
2. 
 
3. 
 
4. 
 
5. 
 
6. 
 
7. 
 
8. 
 
 
 
______________________________________  ______________________ 
AFC Provider Signature     Date 
 
 
 
______________________________________  ______________________ 
AFC Consumer Signature     Date 
 
 
 
______________________________________  ______________________ 
Legal Guardian Signature, if indicated   Date 
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Medication Administration Record 
 

 
 

Name ________________________________________________________________________ 
 
 

 
Prescription History 

 
Prescribed Medication Date Prescribed Note Changes in Prescription 

(dosage, frequency, 
discontinued, outdated, etc) 

Prescribing 
Physician 
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Medication Usage Chart 
 
 

Date Action 
Taken 

(medication 
requested, 
provided, 
refused) 

Name of 
Medicication- 
Specify whether 

prescribed or over 
the counter 

medication, or 
dietary supplement 

RX 
Date 

Name of 
Prescribing 
Physician 

Dosage Signature of AFC 
Provider 

assisting/observing 
at home during 
dispensing of 
medication 

Date of 
Signature 

Describe any 
Side Efects 

Noted 
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Case Manager Checklist for On-Site Visits to AFC Home 
 
Consumer Name _____________________________________________________________ 
 
Provider Name and Address ___________________________________________________ 
 

________________________________________________________________________ 
 

Date of Visit _______________   Case Manager _____________________________________ 
 
_____  1.  Consumer and Primary Caregiver appear to be at ease with each other, and consumer 
reports a comfortable, positive relationship with all caregivers as well as other residents in the 
home.  Consumer is content with the AFC home environment, and appears to be experiencing 
good quality of life.  There are no more than three consumers residing in the AFC home. 
Notes/Observations/Follow Up: 
 
 
 

 _____  2.  Consumer appears clean, with clean clothing in satisfactory repair.  Consumer 
appears to be well nourished and reports that any special dietary needs are addressed and meals 
are satisfactory.  Bedroom and linens are clean and comfortable, and consumer appears well 
rested. 
Notes/Observations/Follow Up: 
 
 
 
_____  3.  Consumer’s overall condition, mentally and physically, would indicate that the 
current Level of Service Need on record is appropriate and is in line with the provisions of the 
AFC Home in which she/he resides. 
Notes/Observations/Follow Up: 
 
 
 
_____  4.  Consumer has access to telephone use, and emergency numbers are well posted or 
easily accessed independently.  The local and State Ombudsman phone numbers must be 
posted, and consumer should know how to contact these numbers. 
Notes/Observations/Follow Up:
 
 
 
_____  5.  Consumer can report that he/she has control over his/her own time, and attends all 
medical and other appointments as needed or designated by Plan of Care.  Transportation is 
provided or arranged in order for consumer to maintain natural support system and to 
participate in community and social activities as desired or as specified in Plan of Care or 
Consumer Contract. 
Notes/Observations/Follow Up:  
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_____  6.  Home is in good repair and appears to be a clean, sanitary, comfortable homelike 
environment.  Living areas, including all hallways, are barrier free and consumer is able to get 
around throughout the house.  Stairways are clear and have safe handrails.  Exits are not 
blocked, or locked without ability to exit safely in an emergency. 
Notes/Observations/Follow Up: 
 
 
 
 
______ 7.  Utilities are in good working order, including gas and electric, with reasonable 
room temperature, water supply, and lighting.  Living space is properly ventilated.  Major 
appliances and plumbing are all in good working order. 
Notes/Observations/Follow Up: 
 
 
 
 
_____  8.  Shower or bathtub is clean, and in good repair with non-slip floor surface.  Grab 
bars are present for bathtub, shower, and toilet.  Linens are clean, and room provides privacy.   
Notes/Observations/Follow Up: 
 
 
 
 
_____  9.  Smoke detectors are present and in working order, as specified by rule (located in 
each bedroom, at top of stairways in two-story home, in hallways or areas that adjoin 
bedrooms, family rooms, or main living area, and in any designated smoking area and 
basement.  Fire extinguishers are readily available to consumer.  Consumer should be able to 
describe manner and route in which he/she would evacuate home in case of a fire. 
Notes/Observations/Follow Up: 
 
 
 
 
_____  10.  Provider is well informed about consumer’s Plan of Care and service requirements, 
as well as any special needs that the consumer requires.  Provider should have readily available 
the consumer’s file, and should have current and complete documentation for Plan of Care, 
Consumer Contract, Consumer financial account record when provider assists with consumer’s 
finances, and medication record with consumers who require assistance with tracking of 
medical regimen. 
Notes/Observations/Follow Up: 



Name of Provider Date  

Floor Plan

Sample
Floor
Plan

1st floor 2nd floor

Use this grid to draw a floor plan Symbols to be used:
Show the whole house and include doors and windows window stairs
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Room Utility Room

Living 
Room Bedroom

Kitchen

Bedroom

Bedroom

Bedroom
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State of Indiana 

Division of Aging 
402 W. WASHINGTON STREET, P.O. BOX 7083 

INDIANAPOLIS, IN 46207-7083 
 

E. Mitchell Roob, Jr, Secretary

          FSSA DIVISION OF AGING 
 
Policy Statement: 06-001 Revision 
Date of Notice Issued: 04-21-2006 

 
Issued to:  Nursing Facility Level of Care (NF LOC) Medicaid Waiver Providers of Home and  Community 

Based Services (HCBS) 
 Area Agencies on Aging (AAA) 
 Case Managers 
 
Authored by:  Stephen A. Smith, Director, FSSA Division of Aging 
 
Policy Topic: Requirement of NF LOC Medicaid Waiver Providers to be CHOICE Providers 
 
Impacts the following Waivers:  All NF LOC Medicaid Waivers 
 
Effective Date:  07-01-2006 
 
Description of Policy Change, Update or Clarification: 
 
On 12/06/2004, all HCBS Providers were given notification that in order for the provider to provide and be paid 
for HCBS through CHOICE, they would also be required to enroll as a Medicaid Waiver Provider.  The 
deadline for that action was 01/01/2005.   
 
As of 07/01/2006, the rates for both CHOICE services and NF LOC Medicaid Waiver services will undergo 
significant changes.  In order to ensure that consumers of both programs will served, providers of HCBS must 
be accessible to both groups of recipients. 
 
NF LOC Medicaid Waiver Providers who are not currently enrolled as CHOICE HCBS Providers are now 
required to do so.  To do this, NF LOC Medicaid Waiver Providers must contact the local AAA’s that cover the 
counties in which they provide services under the Waiver, and make application to become a CHOICE Provider 
in those same counties only for those same services, that they provide through the Medicaid Waiver.  This 
action should be completed by 05/15/2006 in order that they may be available as providers to those on CHOICE 
by 07/01/2006.  The following exceptions will apply, in that CHOICE Providers will not be providing the 
following community residential and case management services: 

 Assisted Living 
 Adult Foster Care 
 Case Management 
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 help 
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Mitchell E. Daniels, Jr., Governor 
State of Indiana 

Division of Aging 
402 W. WASHINGTON STREET, P.O. BOX 7083 

INDIANAPOLIS, IN 46207-7083 
 

E. Mitchell Roob, Jr, Secretary

 
NURSING FACILITY LEVEL OF CARE WAIVER 

PROVIDER INFORMATION  
WEBSITES 

 
 

Aging Rule, 460 IAC 1.2 (effective 10/1/2006) 
 
http://www.in.gov/legislative/iac/iac_title?iact=460 (underscore between the 
second “iac” and the word “title”) 
 
Indiana OPTIONS (Division of Aging website) 
 
www.ltcoptions.in.gov  
 
EDS Website: 
 
www.indianamedicaid.com
 
Waiver Provider Manual: 
 
www.indianamedicaid.com/ihcp/publications/manuals.html   (will be added 
to the Publications tab at the EDS website in the near future.  A printed copy 
can be ordered from BDDSHelp@fssa.in.gov
 
Consumer Guide to Indiana Medicaid Waiver Home and Community Based 
Services Waiver Programs: 
 
http://www.in.gov/gpcpd/publications#4   
 
 
Questions or further information?  Call the Division of Aging 317-232-7122 
 

http://www.in.gov/legislative/iac/iac_title?iact=460
http://www.ltcoptions.in.gov/
http://www.indianamedicaid.com/
http://www.indianamedicaid.com/ihcp/publications/manuals.html
mailto:BDDSHelp@fssa.in.gov
http://www.in.gov/gpcpd/publications#4


MEDICAID WAIVER PROVIDER  
Application for Certification  

For Home and Community Based Service (HCBS) Provision  
through the following Nursing Facility Level of Care Waiver(s) 

 
Part 1.  Demographic Information 
Check all that apply 

 
�  Aged and Disabled (A&D)   � Traumatic Brain Injury (TBI) 
 
 

________________________ Check one:  �  New Application     � Additional Services 
Date of Application 
 
___________________________________________________________________________ 
Legal Name (of person or agency) 
 
___________________________________________________________________________ 
DBA (Doing Business As) if applicable 
 
___________________________________________________________________________ 
Street Address (If additional service locations, please supply all information on this page for each location.) 
 
____________________________________    __________            _____________ 
City                                 State        Zip Code 
     
(___)___________________    (___) _________________    __________________________ 
Phone                                                                    Fax           E-Mail Address    
   
___________________________________________________________________________ 
CEO/Administrator 
 
__________________________________________    _______________________________ 
Contact Person                 Title 
 
 
Type of Provider Entity (Check only one):   
� Individual    __________________________  ________________  

Social Security Number (SSN)    Medicaid Number 

� Agency/Corporation __________________________ 
                                    Federal ID Number 

 
If Agency, specify type:    
� Adult Day Services 
� Adult Foster Care Home 
� Assisted Living Facility 
� Division of Disability and Rehabilitative Services (DDRS) Approved Agency 
� Contractor/Construction  
�    Home/Community Service Agency (unlicensed)   
� Home Health Agency (licensed) 
� Retail Vendor  
� Other (specify):_____________________________________________________ 
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               Medicaid Waiver Provider Application for Certification 
 

 
Part 2.  MINIMUM QUALIFICATIONS FOR  SERVICE PROVIDERS 
 
All service providers (agency or individual) for the Nursing Facility Level of Care Medicaid waivers must 
be certified by the FSSA or its designee.  This certification includes but is not limited to the completion and 
approval of the Waiver Application.  All providers must abide by all of the provisions listed in their state 
licenses (if applicable), the Medicaid Waiver Provider Agreement and all other specified provisions as 
required by FSSA.  A provider must have a valid signed Notice of Action (NOA) that specifies the service, 
the amount of units, and the effective date of the services, prior to providing services.  The provider cannot 
at any time require the client to sign an agreement to pay any additional amount of money for services that 
they have agreed to provide under the waiver.   
 General Agency Requirements 

a. Must comply with any applicable federal, state, county, municipal regulations that govern the 
operations of the agency; and all FSSA laws, rules, policies; and any applicable licensure or 
certification requirements 

b. Must prove that appropriate and comprehensive insurance is in force 
c. Must provide proof that any individual employed by the agency meets all standards and 

requirements for the specific services of a waiver that the individual will be providing  
d. Must provide required training for any individual providing services for the waiver 
e. Must provide copies of all applicable licenses 
f. All agencies not licensed by the Indiana State Department of Health must obtain and submit a 

report (that is within the last 90 days) from the Nurse Aide Registry of the Indiana State 
Department of Health verifying that each employee or agent involved in the direct provision of 
services has not had a finding entered into the registry 

g. Must show  proof that all RNs and LPNs on staff have had records checked through the Indiana 
Health Professions Bureau 

h. All agencies not licensed by the Indiana State Department of Health must obtain and submit a 
limited criminal history (that is within the last 90 days) from each employee involved in the direct 
management, administration, or provision of services from: The Indiana State Police Central 
Repository at 100 N. Senate Ave., Room N302, Indianapolis, IN 46204, 317-233-5424; and the 
county or counties of residence in the last 3 years 

 
 General Individual Requirements 

a. Must be at least 18 years of age 
b. Must demonstrate an ability to read and write adequately to complete required activities and meet 

service requirements 
c. Must demonstrate the ability to understand, read and write adequately to provide the services 

according to the plan of care for the client 
d. Must possess interpersonal skills necessary to work productively and cooperatively with clients of 

the waiver services and other service providers 
e. Must be in adequate physical health and free from physical limitations which would interfere with 

the ability to perform the tasks required  
f. Must be willing and able to accept on-going training as required or necessary 
g. Must submit proof that appropriate liability insurance is in force 
h. Must submit verification of freedom from communicable diseases as verified by physician by 

having a negative TB test or negative chest x-ray that has been completed within the last year  
i. Must submit verification of all licenses, certifications, trainings, experiences, or degrees required 

by a specific service or waiver  
j. Must show  proof, if an RN or LPN,  that record has been checked through the Indiana Health 

Professions Bureau 
k. Must obtain and submit a report (that is within the last 90 days) from the Nurse Aide Registry of 

the Indiana State Department of Health verifying that there is not a finding entered into the 
registry if involved in the direct provision of services 

l. Must obtain and submit a limited criminal history (that is within the last 90 days) from: The 
Indiana State Police Central Repository at 100 N. Senate Ave., Room N302, Indianapolis, IN 
46204, 317-233-5424; and the county or counties of residence in the last 3 years if involved in the 
direct management, administration, or provision of services 
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Medicaid Waiver Provider Application for Certification 
 
 
 

Part 3.  Specific Certification Requirements 
 
 

For Home/Community Service Agencies that provide any or all of the following services:
 

Attendant Care, Homemaker, Respite Attendant Care, Respite Homemaker Services, Transportation 
 

In addition to the completion of the Provider Application, the agency must comply with the following:  
 

Agency Assurances 
 

• Must be a recognized legal entity authorized to do business in the State of Indiana  
• Must submit proof of Articles of Incorporation, Certificate of Incorporation, Organization, or 

Articles of Authority from the Secretary of State of Indiana 
• Must submit proof of comprehensive insurance coverage 
• Comply with all relevant federal, state, local, or municipal laws and regulations that govern 

the operation of the legal entity and the program 
• Have a written drug free workplace policy  
• Have a staff training plan  
• Have back up staffing plan in place to ensure client coverage, and procedures in place to 

notify clients of any schedule changes  
• Perform Client Satisfaction/Evaluation surveys annually 
• Must submit list of all employees’ names and job titles 

 
 

 
Personnel Requirements 

 
• Limited criminal history check from the Indiana State Police Central Repository  at 100 N. 

Senate Ave., Room N302, Indianapolis, IN 46204, 317-233-5424; and  the county or counties 
of residence of last 3 years for any individual providing direct management, administration, or 
provision of services 

• Report (within the last 90 days) from the State Nurse Aide Registry of the Indiana State 
Department of Health verifying no findings are entered into the registry for each employee or 
agent involved in the direct provision of services  

• Free from communicable diseases as verified by physician by having a negative TB test or 
negative chest x-ray that has been completed within the last year 

• Current CPR certification (for employees providing attendant care /or  respite attendant care 
services)   

• Verification of Basic First Aid training (for employees providing attendant care and/or any 
respite services) 

• Verification of training and/or experience as an attendant and/or homemaker 
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Part 4.  WAIVER SERVICES/CERTIFICATION REQUIREMENTS 
 
Under each applicable waiver, check all services for which you are applying for certification at this time.  
Please note that not all services are available on all waivers or for all types of providers. 

 
Service Category A&D 

Aged and 
Disabled 

TBI 
Traumatic 
Brain Injury 

Certification Requirements  
(in addition to the general requirements 
previously listed)    

Adult Day Service 
(company) 
(A&D, TBI) 

Level 1 ___ 
Level 2 ___ 
Level 3 ___ 

Level 1 ___ 
Level 2 ___ 
Level 3 ___ 

ADS Standards and Guidelines, application and site 
survey* 

Adult Foster Care 
(individual) 
(A&D) 

Level 1 ___ 
Level 2 ___ 
Level 3 ___ 
Level 4 ___ 
Level 5 ___ 

 AFC Standards and Guidelines, application and site 
survey* 

Assisted Living 
(facility) 
(A&D, AL)   

Level 1 ___ 
Level 2 ___ 
Level 3 ___ 

 AL Rule, Assessment Tool*;   Residential Care 
License from  ISDH; Housing with Services 
Disclosure form* 

Attendant Care 
(individual, agencies) 
(A&D, TBI, MFC) 

  Individual: resume; current CPR; Home Community 
Services Agency guidelines; Community DD 
agency subject to BDDS approval.       

Behavior Management 
(individual, agencies) 
(TBI) 

 Level 1 ___ 
Level 2 ___ 

Level 1: Psychologist and  Health Services Provider 
in Psychology (HSPP) endorsement;  Level 2: copy 
of Master’s degree, copy of license (if applicable) 
and resume;   Community DD agency subject to 
BDDS approval  

Case Management  
(individual, agencies) 
(A&D, MFC, AL, TBI) 

  Individual certification is through their local Area 
Agency on Aging (AAA) 

Congregate Care 
(A&D) 

Level 1 ___ 
Level 2 ___ 
Level 3 ___ 

  

Environmental Modifications 
(individual, agencies) 
(A&D, TBI, MFC)  

  Statement of  Assurances and Compliance to ADA 
guidelines*; Individual: proof of insurance 

Health Care Coordination 
(licensed home health agencies) 
(TBI) 

  copies of LPN and RN licenses; verification of 
Medicaid certification. 

Home Delivered Meals 
(agencies) (A&D)    separate application* 

Homemaker 
(individual, agencies) 
(A&D, TBI) 

  Home Community Services Agency guidelines; 
Community DD agency subject to BDDS approval; 
Individual: requires resume.     

Personal Emergency Response 
Systems 
(individual, agencies) 
(A&D, TBI) 

  verification of qualified contractor (business or 
individual) and/or retail license 

Physical Therapy 
(individual, agencies) 
(TBI) 

   
 

Occupational Therapy 
(individual, agencies) 
(TBI) 

   
 

Residential Habilitation 
(agencies)  (TBI)   subject to BDDS approval 
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Service Category A&D 
Aged and 
Disabled 

TBI 
Traumatic 
Brain Injury 

Certification Requirements  
(in addition to the general requirements 
previously listed)    

Respite Attendant Care 
(individual, agencies) 
(A&D, TBI) 

   Home Community Services Agency guidelines; 
Community DD agency subject to BDDS approval;  
Individual: requires resume; first aid training; CPR   

Respite Home Health Aide (licensed 
home health agencies) 
(A&D, TBI) 

   
 

Respite Homemaker 
(individual, agencies) 
(A&D, TBI) 

  Home Community Services Agency guideline; 
Community DD agency  subject to BDDS approval;  
Individual: requires resume; first aid training     

Respite LPN 
(licensed home health agencies)  
(A&D, TBI, MFC) 

   

Respite RN 
(licensed home health agencies) 
(A&D, TBI, MFC) 

   

Specialized  Medical Equipment and 
Supplies 
(individual, agencies) 
(A&D, TBI) 

  verification of qualified contractor (business or 
individual) and/or retail license;  verification as 
required by the Registry for Interpreters of the Deaf 
(TBI) 

Speech/Language 
Hearing Therapy 
(individual, agencies) 
(TBI) 

   
 

Structured Day Program 
(agencies) 
(TBI) 

  subject to BDDS approval; verification of CARF 
certification. 

Supported Employment 
(agencies) 
(TBI) 

  subject to BDDS approval;  verification of CARF 
certification 

Transportation 
(agencies) 
(A&D, TBI)  

  Community DD agency  subject to BDDS approval; 
verification of Medicaid certification; Statement of  
Assurances and Compliance for Transportation* 

Vehicle Modification  
(individual, agencies) 
(A&D, TBI, MFC) 

  verification of qualified automotive vehicle 
specialist. 

 
 

*For additional applications and resources specified in this application, 
contact 317-232-7122. 
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                                              Medicaid Waiver Provider Application for Certification 
 
 

 
Part 5.  Medicaid Waiver Provider’s Statement of Assurances and Compliance 
 
 
Check off the assurances before signing.  Signatures must be from an individual 
authorized to sign for the provider entity. 
 

� 1. Provider assures that, if approved, the provider entity complies and will maintain   
compliance with all requirements as specified in this application, and all applicable state 
and federal statues, regulations and licensure requirements for the approved service(s). 

 
� 2. Provider assures that, if approved, the provider entity will provide only those Medicaid  

 Home and Community Based Service(s) which have been authorized in the recipient’s       
 individual Plan of Care/Cost Comparison Budget, and in accordance   
 with the Provider Agreement. and Certification requirements.    
 

 
Signature: _______________________________________________________ 
 
Printed Name: ____________________________________________________ 
 
Title: ___________________________________________________________ 
 
Date: ____________________________________________________________ 
 
 
Submit the entire completed application, including the signed Statement of Assurances and 
Compliance, and all documentation for specified certification requirements. 
 

Incomplete applications will be returned. 
 

Mail application and all supporting documents to:  
 

Linda Wolcott, Waiver Operations  
MS 21 Division of Aging 
402 West Washington Street,  Room W454 
P.O. Box 7083 
Indianapolis, In 46207-7083 
Phone (317) 234-0373 
Fax (317) 232-7867 

 
 
 
 
 



 
 

SCHEDULE A 
INDIANA FAMILY AND SOCIAL SERVICES ADMINISTRATION 

MEDICAID HOME AND COMMUNITY-BASED SERVICES 
WAIVER PROVIDER AGREEMENT  

 
Provider agrees to provide only those Medicaid Home and Community-Based Services which meet the 
following criteria:  
             

1. Services which the Provider is licensed or certified to provide (if applicable); 
 2. Services for which the Provider has received formal certification form the Medicaid Waiver 
     certification; 
 3. Services which have been authorized by the recipient's waiver case manager or targeted case 
     manager (as appropriate) as set out in the recipient's Plan of Care; and 
 4. If applicable, in accordance with any addendum to this Agreement 
 
Provider Name: ________________________________________________________________________ 
 
Doing Business As (if legal name is different from provider name stated above). If DBA name is different from  
provider name, provide documentation: 
______________________________________________________________________________________ 
 
Home Office address: ____________________________________________________________________ 
 
Mailing address: ________________________________________________________________________ 
 
Pay To address: _________________________________________________________________________ 
 
Service Location(s) (if different from above): __________________________________________________ 
_______________________________________________________________________________________ 
 
Telephone Number: ______________________________________________________________________ 
 
E-mail address: __________________________________________________________________________ 
 
Social Security # or Federal ID# (not both): ____________________________________________________ 
 
Check one of the following: _____Individual____ Partnership 
             _____Corporation _____ Not-For-Profit 
 
 
List current Medicaid Provider Number, if any: _______________________________ 
List current Medicaid Waiver Provider number, if known: _________________________________ 
List current Medicare Provider Number, if any, and specify type (i.e., home health agency, AAA, etc.): 
_____________________________ 
Typed or Printed Name of Authorized Representative: _____________________________________________ 
 
  
Title: _______________________________  Date: ______________________________________ 
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INDIANA FAMILY AND SOCIAL SERVICES ADMINISTRATION 
MEDICAID HOME AND COMMUNITY BASED SERVICES 

WAIVER PROVIDER AGREEMENT 
 
By execution of this Agreement, the undersigned entity ('Provider") requests enrollment as a provider of services or 
supplies to recipients of Home and Community-Based Services authorized under the Medicaid Home and Community-
Based Services Waiver Programs (hereinafter, "Medicaid Waiver'"), and as a condition of enrollment, Provider agrees: 
 
1. To comply, on a continuing basis, with all enrollment requirements established under rules adopted by the State 

of Indiana Family and Social Services Administration (IFSSA). 
 
2. To comply with all federal and state statutes and regulations pertaining to the Medicaid Program including the 

Medicaid Waiver Program, as they may be amended from time to time. 
 
3. To meet, on a continuing 'basis, the state and federal licensure, certification or other regulatory requirements for 

Provider's specialty including all provisions of the State of Indiana Medical Assistance law, State of Indiana's 
Medicaid Waiver program, or any rule or regulation. promulgated pursuant thereto. 
 

4.  To notify IFSSA or its agent within then (10) days of any change in the status of Provider's license, certification 
or permit to provide its services to the public in the State of Indiana.  

 
5. To provide Medicaid Waiver-covered services and/or supplies for which federal financial participation is 

available for Medicaid Waiver recipients pursuant to all applicable federal and state statutes and regulations.  
 

6. To safeguard information about Medicaid recipients, including at least: 
 

a. recipient's name, address, and social and economic 
             circumstances; 
 b. medical services provided to recipients; 
 c. recipient's medical data, including diagnosis and past 

history of disease or disability; 
d. any information received for verifying recipient’s income 

eligibility and amount of medical assistance payments; 
e. any information received in connection with the identification of legally liable third party resources. 

 
7. To release information about Medicaid recipients only to the I FSSA, its agent, or a Medicaid Wavier 

recipients case manager or targeted case manager and only when in connection with:  
 
a. Providing services for recipients; and  
b. Conducting or assisting an investigation, prosecution, or 

  civil or criminal proceeding related to the provision of 
  Medicaid covered services. 
 
8. To maintain a written - contract with all subcontractors which fulfills the requirements that are appropriate to the 

service or activity delegated under the subcontract. No subcontract, however, terminates the 'legal responsibility 
of the provider to the agency to assure that all activities under the contract are carried out. 
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9. To submit claims for services rendered by the provider or employees of the provider and not to submit claims for 

services rendered by contractors unless the provider is a healthcare facility (e.g. hospital, ICF-MR, nursing home)
or a government agency with a contract that meets the requirements described in paragraph 8 of this Agreement 
Healthcare facilities and government agencies' may, under circumstances permitted in federal law, subcontract 
with other entities or individuals to provide Medicaid-covered services rendered pursuant to this Agreement . 

 
10. To comply, if a hospital, nursing facility, provider of home health care and personal care services, hospice, or 

HMO; with advance directive requirements as required by 42 'Code of Federal Regulations, parts 489, subpart I, 
and 417.436. 

 
11. To abide by the Indiana Health Coverage Programs Provider Manual, as amended from time to time, the 

Medicaid Waiver Programs Provider Manual, as amended from time to time, as well as all provider bulletins and' 
notices. Any amendments to the Indiana Health Coverage Programs Provider Manual, the Medicaid Waiver 
Program, as well as provider bulletins and notices communicated to Provider shall be binding upon receipt.  
Receipt of amendments, bulletins and notices by Provider shall be presumed when mailed to the billing 
Provider's current "mail to" on file with IFSSA or its fiscal agent. 

 
12. To submit timely billing on Medicaid approved claim forms, as outlined in the Medicaid Waiver Programs 

Provider Manual, in an amount no greater than Provider's usual and customary charge to the general public for 
the same service. 

 
13. To be individually responsible- and accountable for the completion, accuracy, and validity of all claims filed 

under the provider number issued, including claims filed by the Provider, the Provider's employees, or the 
Provider's agents. Provider understands that the submission of false claims, statements, and documents or the 
concealment of material fact may be prosecuted under the applicable Federal and/or State law. 

 
14. To submit claim(s) for Medicaid Waiver reimbursement only after first exhausting all other sources of 

reimbursement as required by the Indiana Health Coverage Programs Provider Manual, bulletins, and banner 
pages. 

 
15. To submit claim(s) for Medicaid Waiver reimbursement utilizing the appropriate claims forms and, codes as 

specified in the Medicaid Waiver Programs Provider Manual, bulletins, and notices. 
 
16. To submit claims that can be documented by Provider as being strictly for: 
 

a. those services and/or supplies authorized by the recipients waiver case manager or targeted 
case manager for individuals with developmental disabilities; . . 

b. those services and/or supplies actually provided to the recipient in whose name the claim is 
being made; and 

c. compensation that Provider is legally entitled to receive. 
 
17. To accept payment as payment in full the amounts determined by IFSSA or its fiscal agent in accordance with 

federal and state statutes and regulations as the appropriate payment for Medicaid waiver covered services 
provided to Medicaid Waiver recipients. Provider agrees not to bill recipients or any member of a recipient's 
family, for any additional charge for Medicaid Waiver covered services, excluding and co-payment permitted by
law. 
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18. To refund within fifteen (15) days of receipt, to IFSSA or its fiscal agent any duplicate or erroneous payment 

received. 
 

19. To make repayments to IFSSA or its fiscal agent or arrange to have future payments from the Medicaid or 
Medicaid Waiver programs withheld, within sixty (60) days of receipt of notice from IFSSA . or its fiscal agent 
that an investigation or audit has determined that an overpayment to Provider has been made, unless an appeal of 
the determination is pending. 

 
20. To pay interest on overpayment in accordance with IC 12-15-13-3, IC 12-15-21-3, and IC 12-15-23-2. 
 
21. To make full reimbursement to IFSSA or its fiscal agent of any federal disallowance incurred by IFSSA when 

such disallowance relates to payments previously made to Provider under the Medicaid or Medicaid Waiver 
programs. 

 
22. To fully cooperate with federal and state officials and their agents as they conduct periodic inspections, reviews 

and audits. 
 
23. To make available upon demand by federal and state officials and their agents all records and information 

necessary to assure the appropriateness of Medicaid or Medicaid waiver payments made to Provider, to assure 
the proper administration of the Medicaid and Medicaid Waiver programs and to assure Provider's compliance 
with all applicable statutes and regulations. Such records and information are specified in' the "Provider 
Requirements" Section of the Waiver. Provider Manual and shall include, without being limited to, the following:
(405/AC 1-5) 

 
 

a. Medical records as specified by Section 1902(a) (27) of Title XIX of the. Social Security Act and  
any amendments thereto; 

b. records of all treatments, drugs, services and/or supplies for which vendor payments have been made, or 
are to be made under the Title XIX Program, including the authority for and the date of administration 
of such treatment, drug, services and/or supplies; 

c. any records determined by IFSSA or its representative to be necessary to fully disclose and document 
the extent of services provided to individuals receiving assistance under the provisions of the Indiana 
Medicaid program; 

d. documentation in each recipient's record that will" enable the IFSSA or its agent to verify that each 
charge is due and proper; 

e. financial records maintained in the standard, specified form; 
f. all other records as may be found necessary by the IFSSA or its agent in determining compliance with 

any Federal or State law, rule, or regulation promulgated by the United States Department of Health and 
Human Services or by the IFSSA. 

 
24. To cease any conduct that IFSSA or its representative deems to be abusive of the Medicaid or Medicaid Waiver 

programs. 
 

25. To promptly correct deficiencies in Provider's operations upon request of IFSSA or its fiscal agent. 

26. To file all appeal requests within the time limits listed below. Appeal requests must state facts demonstrating 
that: 
 
a. the petitioner is a person to whom the order is specifically directed;  
b. the petitioner is aggrieved or adversely affected by the order; and 
c. the petitioner is entitled to review under the law. 
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27. Provider must file a statement of issues within the time limits listed below, setting out in detail: 

a. the specific findings, actions, or determinations of IFSSA from which Provider is appealing; 
b. with respect to each finding, action or determination, all statutes or rules supporting 

Provider's contentions of error. 
 
28. Time limits for filing an appeal and the statement of issues are as follows: 

 
a. The provider must file an appeal of determination that an overpayment has occurred within sixty (60) 

days of receipt of IFSSA's determination. The statement of issues must be filed within 60 days of receipt 
of IFSSA's determination. 

b. All appeals of actions not described in (a) must be filed within fifteen (15) days of receipt of IFSSA's 
determination. The statement of issues must be filed within. Forty-five (45) days of receipt of IFSSA's 
determination.  

 
29. To cooperate with IFSSA or its agent in the application of utilization controls as provided in federal and state 

statutes and regulations as they may be amended from time to time. 
 
30. To comply with civil rights requirements as mandated by federal and state statutes and regulat10ns by ensuring 

that no person shall on the basis of race, color, national origin, ancestry, disability, age, sex, or religion be 
excluded from participation in, be denied the benefits of, or be otherwise subjected to discrimination in the 
provision of a Medicaid or Medicaid Waiver-covered service.   

 
31. To comply with 42 Code of Federal Regulations, part 455, .subpart B pertaining to the disclosure of information 

concerning the ownership and control of the provider, certain business transactions, and information concerning 
persons convicted of crimes. Said compliance will include, but is not limited to, giving written notice to I FSSA, 
the State's Medicaid. Waiver Specialist and its fiscal agent, at least sixty (60) days before making a change in any 
of the following: Name (legal name, DBA name, or name as registered with the Secretary of State), address 
(service location,” pay to,” “mail to,”, or home office), federal tax identification number(s), or change in the 
provider's direct or indirect 'ownership' interest or controlling interest. Pursuant to 42 Code of Federal 
Regulations, part 455.104(c), IFSSA must terminate an existing provider agreement if a provider fails to disclose 
ownership or control information as required by federal law. 

 
32. To furnish to IFSSA or its agent, as a prerequisite to the effectiveness of this Agreement, the information and 

documents set out in Schedule A t to this Agreement, which is incorporated here by reference, and to update this 
information as it may be necessary. 

 
33. That subject to item 32, this Agreement shall be effective as of the date set out in the provider notification letter. 
 
34. If the Provider provides direct services, to provide waiver' services solely as authorized in the recipients Plan of 

Care/Cost Comparison Budget prepared by the recipients case manager or targeted case manager and as the 
services are defined in the Medicaid Waiver Provider Manual and the appropriate waiver. 
 

 
 
 
 
 
 
 
 

5 
 
 



 
 
 
35. To provide at least 30 (thirty) days written notice to the recipient and/or recipient's legal representative, the 

recipient's case manager or targeted case manager, if applicable, and the State's Medicaid Waiver Specialist 
before terminating waiver services to a recipient 

  
a. If the Provider is providing direct services, prior to terminating services, the Provider shall participate in 

an Interdisciplinary Team meeting to coordinate the transfer of services to a new provider. The Provider 
agrees to continue serving the recipient until a new provider providing 'similar services is in place, unless 
written permission has been received from the State's Medicaid Waiver Specialist authorizing the 
provider to cease providing services before a new provider begin providing.  

 
b. If the Provider is providing case management services, the Provider shall participate in an 

Interdisciplinary team meeting, at which the recipient's new case manager is present.  The purpose of the 
Interdisciplinary meeting will be to coordinate the transfer of case management services to the new case 
manager. The Provider agrees to continue serving the recipient until a new case manager is serving the 
recipient, unless written permission has been received from the' State's Medicaid Waiver Specialist 
authorizing the Provider to cease providing services before a new provider begins providing services. 

 
36. To report any incidents (including suspected abuse, neglect or exploitation) to Adult Protective Services or Child 

Protective Services, the appropriate Area Agency on Aging and the recipient's case manager. If the waiver 
recipient is developmentally disabled a report shall also be made to the Bureau of Developmental Disabilities 
Services 

 
37. To comply with Provider and Case Management Standards issued by the Division of Disability, Aging, and 

Rehabilitative Services, as applicable, and as amended from time to time. These standards are binding upon 
receipt unless otherwise stated. Receipt will be presumed when the standards or any amendments are mailed to 
the Provider's current address on file with IFSSA or its fiscal agent. 

 
38. That this Agreement may be terminated as-follows: 
 

A.  By IFSSA or its fiscal agent for Provider's breach of any provision of this Agreement;  
B.  By IFSSA or its fiscal agent, or by Provider, upon 60 days written notice.  

 
39. That this Agreement, upon execution, .supersedes and replaces any provider agreement previously executed by 

the Provider.  
 
 
THE UNDERSIGNED, BEING THE PROVIDER OR HAVING THE SPECIFIC AUTHORITY TO BIND THE' 
PROVIDER TO THE TERMS OF THIS AGREEMENT, AND HAVING READ THIS AGREEMENT AND 
UNDERSTANDING IT IN ITS ENTIRETY, DOES HEREBY AGREE, ON BEHALF OF THE PROVIDER AS A 
BUSINESS ENTITY, TO ABIDE BY AND COMPLY WITH ALL OF THE STIPULATIONS, CONDITIONS AND 
TERMS SET FORTH HEREIN.  
 
 
THE UNDERSIGNED ACKNOWLEDGES THAT THE COMMISSION OF ANY MEDICAID RELATED OFFENSE 
AS SET OUT IN 42 USC 1320a-7b MAYBE PUNISHABLE BY A FINE OF UP TO $25,000 OR IMPRISONMENT 
OF NOT MORE THAN FIVE YEARS OR BOTH. 
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Provider-Authorized Signature - All Schedules 
The 9Wner or an authorized officer of the business entity must complete this section 
 
 
 
I certify, under penalty of law, that the information stated in Schedule A is correct and 
complete to the best of my knowledge. I am aware that, should an investigation at any 
time indicated that the information has been falsified; I may be considered for suspension 
from the program and/or prosecution for Medicaid Fraud. I hereby authorize the Indiana 
Family and Social Services Administration to make any necessary verifications of the 
information provided herein, and further authorize and request each educational 
institution, medical/license board or organization to provide all information that may be 
required in connection with my application for participation in the Indiana Medicaid 
Waiver Program. 
 
 
Provider DBA Name_____________________________________________ 
 
Tax ID _____________________________________ 
 
Officer Name __________________________________ Title ___________________ 
 
Signature ____________________________________     Date _____________________ 
 
Telephones Number ___________________________________________ 
 
Note: Failure to complete this section will result in the State returning the application 
for incomplete information. 
 
 
 
 
 
 
 
 
 
 
 
Revised 1/2002 
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AREA 1
Northwest Indiana Community Action Corp.
5240 Fountain Dr.
Crown Point, IN 46307
(219) 794-1829 or (800) 826-7871
TTY: (888) 814-7597
FAX (219) 794-1860 
Web Site: www.nwi-ca.com
E-Mail:  golund@nwi-ca.org
Gary Olund, Executive Director
Jennifer Malone, Director of Elderly Services

AREA 2
REAL Services, Inc.
1151 S. Michigan St., P.O. Box 1835
South Bend, IN 46634-1835
(574) 233-8205 or (800) 552-2916
FAX (574) 284-2642
Web Site:  www.realservicesinc.com
Becky Zaseck, President, C.E.O.

Web Site: www.agingihs.org
E-Mail:  dmccormick@agingihs.org
Diann McCormick, President

AREA 4
Area IV Agency on Aging & Community
Action Programs, Inc.
660 North 36th St., P.O. Box 4727
Lafayette, IN 47903-4727
(765) 447-7683 or (800) 382-7556
TDD (765) 447-3307; FAX (765) 447-6862
E-Mail:  info@areaivagency.org
Web Site:  www.areaivagency.org
Sharon Wood, Executive Director

AREA 5
Area Five Agency on Aging & Community 
Services, Inc.
1801 Smith Street, Suite 300
Logansport, IN 46947-1577
(574) 722-4451 or (800) 654-9421
FAX (574) 722-3447
E-Mail:  areafi ve@areafi ve.com
Web Site:  www.areafi ve.com
Michael Meagher, Executive Director

AREA 6
LifeStream Services, Inc.
1701 Pilgrim Blvd., P.O. Box 308
Yorktown, IN 47396-0308
(765) 759-1121 or (800) 589-1121
TDD (800) 589-1121; FAX (765) 759-0060
E-Mail:  mail@lifestreaminc.org
Web Site:  www.lifestreaminc.org
Kenneth D. Adkins, President/CEO

AREA 7
Area 7 Agency on Aging and Disabled
West Central Indiana Economic 
Development District, Inc.
1718 Wabash Ave., P.O. Box 359
Terre Haute, IN 47808-0359
(812) 238-1561 or (800) 489-1561
TDD (800)489-1561; FAX (812) 238-1564
E-Mail:  Area7AAD@netscape.net
Mervin Nolot, Executive Director

AREA 8
CICOA Aging and In-Home Solutions
4755 Kingsway Dr., Suite 200
Indianapolis, IN 46205-1560
(317) 254-5465 or (800) 489-9550
FAX (317) 254-5494; TDD (317) 254-5497
Web Site:  www.cicoa.org
Duane Etienne, President, C.E.O.

AREA 9
Area 9 In-Home & Community
Services Agency
520 South 9th St.
Richmond, IN 47374-6230
(765) 966-1795, (765) 973-8334 or
(800) 458-9345
FAX (765) 962-1190
E-Mail:  ashepher@indiana.edu
Web Site: www.iue.indiana.edu/departments/Area 9
Tony Shepherd, Executive Director

AREA 10
Area 10 Agency on Aging 
630 W. Edgewood Drive
Ellettsville, IN 47429
(812) 876-3383 or (800) 844-1010 
FAX (812) 876-9922
E-Mail:  area10@area10.bloomington.in.us
Web Site:  www.area10.bloomington.in.us
Jewel Echelbarger, Executive Director

AREA 11
Aging & Community Services of
South Central Indiana, Inc.
1531 13th Street, Suite G-900
Columbus, IN 47201-1302
(812) 372-6918 or (866) 644-6407
FAX (812) 372-7846
Web Site:  www.agingandcommunityservices.org
E-Mail:  dcantrell@areaxi.org
Diane Cantrell, Executive Director

AREA 12
LifeTime Resources, Inc.
13091 Benedict Drive
Dillsboro, IN 47018
(812) 432-5215 or (800) 742-5001
FAX (812) 432-3822
Web Site: www.lifetime-resources.org
E-Mail:  contactltr@lifetime-resources.org
Sally Beckley, Executive Director

AREA 13
Generations
Vincennes University Statewide Services

AREA 14
LifeSpan Resources, Inc.
426 Bank Street, Suite 100, P.O. Box 995
New Albany, IN 47151-0995
(812) 948-8330 or (888)948-8330 
FAX: (812) 948-0147
E-Mail:  kstormes@lsr14.org
Web Site: www.lifespanresources.org
Keith Stormes, Executive Director

AREA 15
Hoosier Uplands/Area 15 Agency on Aging 
and Disability Services
521 West Main Street
Mitchell, IN 47446
(812) 849-4457 or (800) 333-2451
TDD (800) 743-3333; FAX (812) 849-4467
E-Mail: area15@hoosieruplands.org
Web Site:  www.hoosieruplands.org
David L. Miller, CEO
Barbara Tarr, Director of Aging and Disability Services

AREA 16
Southwestern Indiana Regional
Council on Aging, Inc.
16 W. Virginia St., P.O. Box 3938
Evansville, IN 47737-3938
(812) 464-7800 or (800) 253-2188
FAX (812) 464-7843 or (812) 464-7811
E-Mail:  swirca@swirca.org
Web Site:  www.swirca.org
Robert J. “Steve” Patrow, Executive Director

1019 North 4th Street
P.O. Box 314
Vincennes, IN 47591
(812) 888-5880 or (800) 742-9002
FAX (812) 888-4566
E-Mail:  generations@vinu.edu
Web Site:  www.generationsnetwork.org
Anne N. Jacoby, Assistant Vice President

16 Area Agencies on Aging

AREA 3
Aging and In-Home Services of
Northeast Indiana, Inc.
2927 Lake Avenue 
Fort Wayne, IN 46805-5414
(260) 745-1200 or (800) 552-3662
FAX (260) 456-1066

CENTRAL 
TIME ZONE
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